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GENERAL PARALYSIS OF THE INSANE.

BY GEORGE F. JELLY, M. D.

I cannot hope to add anything to the already exist-
ing knowledge of this disease, but its rapid increase in
modern times, its insidious beginning in many instances,
the importance of its early detection, and its fatal
character, make it one of the most interesting of brain
diseases, and I shall narrate briefly a few cases which
have come under my personal observation at the Mc-
Lean Asylum and in private practice.
The French physicians first described general paraly-

sis as a distinct disease. Esquirol recognized insanity
with paralysis as incurable, but looked upon the latter
symptom simply as a complication aud not as a part of
the disease.
In 1822 M. Bayle for the first time noted that the

mental disturbance and paralysis were synchronous.
M. Délaye in 1824 thought it not always accompanied
by insanity, and that it was a softening or atrophy of
the brain.
In 1826 M. Calmeil gave a most complete account

of the disease, and has therefore generally been re-

garded as its discoverer.
General paralysis may be defined as a disease of the

brain marked by general and progressive loss of coor-

dinating power over the muscles, especially those of
speech and locomotion, with greater or less impairment
of sensation, always tending to dementia, and charac-
terized by a sense of well being or actual delusions of
an exalted character.
It is essentially a disease of civilization and of mod-

ern times, is much more common in the cities than in
the country, and attacks by preference the robust and
vigorous rather than the sick or those whose constitu-
tions are weak congenitally or from the effects of dis-
ease.
More than any other serious mental disease it ap-

pears in persons iu whom insanity is not an inherit-
ance, chiefly in men who are in the prime of life, from
thirty-five to fifty years of age. It is rare in persons
under thirty or over sixty. I have seen one case in a

man of twenty-six, and within a fortnight have exam-

ined a man sixty-four years old who presented all the
characteristic symptoms of the disease. Most of the
cases coming under my own observation have been in
persons between forty and fifty. In women the dis-
ease is comparatively rare, but I am unable to give
definite statistics in regard to the relative proportion
between men and women. It is about one in ten or

twelve.
There are at the present time at the Taunton Hos-

pital ten male and three female paretics ; at the Wor-
cester Hospital there are twelve male and one female
paretics ; and at the Danvers Hospital there are forty-
one male and fourteen female paretics, — making a

total of eighteen females in a total of eighty-one cases,
which I should think a larger proportion than usual.
The whole number of patients in the three hospitals is
two thousand and fifty-six

—

nine hundred and eighty-
four men, and one thousand and seventy-two women.

The most common causes of general paralysis are

i Read before the Boston Society for Medical Improvement, Feb-
ruary 25, 1884.
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excessive drinking, excessive sexual indulgence, over-
work, and excessive or prolonged mental anxiety. Not
infrequently some shock or acutely painful impression
upon the moral sensibilities seems to furnish the addi-
tional weight needed to overcome a brain already tot-
tering. So important a part does this strain or shock
often play as a cause of this disease that the late Dr.
Tyler was accustomed to say that the case was rare in
which it was not a factor. General paralysis is de-
scribed as having three periods :

—(1.) Commencement period or period of incubation.
(2.) Maniacal period.
(3.) Period of chronic mania, lapsing into dementia,

with utter prostration of mind and body.
These periods often run into each other, and the

first may escape the notice of friends and even of physi-
cians unless they are accustomed to observe patients
affected with this disease, but sooner or later it presents
both motor and mental symptoms, which are character-
istic, and if the disease runs its course and no inter-
current disease supervenes no portion of the body
escapes.
In the first period the patient may simply be noticed

to have changed, to be more irritable, more easily ex-
cited, less able to attend to business, more forgetful, less
careful of money, and less shrewd in bargains. There
is, if I may so express it, a peculiar " damaged " con-
dition of mind, which gives the friends anxiety, but of
which the patient is entirely unconscious. It is dur-
ing this early stage that the patient may commit ir-
regularities in business aud in his moral conduct, may
wreck his own and others' fortunes, and may ruin the
reputation and prospects of his entire life. Hence
the necessity of the early recognition of the disease,
that its victim may be restrained iu some way and pro-
tected from himself. There soon develops some diffi-
culty in articulating certain words, especially those
abounding in consonants ; there is a tremor of lips and
tongue, like that of a person about to weep ; and it
is observed that he drags one or both feet in walk-
ing. He now becomes extravagant and passes into the
period of excitement. He considers himself all-power-
ful, believes that he owns everything, and talks con-

stantly of the most extensive projects
—

a trip to the
moon, pumping the Atlantic Ocean dry, and invents
wonderful machines. At this time he is often very
licentious, and talks much of bis sexual powers and
his influence over women. He is indifferent to his
friends, is untidy in dress, and does not observe the
proprieties of life. He may become violent at the
slightest provocation, especially if any attempt is made
to control or oppose him, and then is very dangerous,
his weakened mind being capable of great fury, re-
sembling the excitement following an epileptic seiz-
ure.
While in the excited period he is often taken to an

insane hospital. There he soon settles down and
becomes contented and happy, and owns the whole
establishment. He considers himself well, and his
complacency and self satisfaction continue through the
whole course of the disease. The delusions change
rapidly ; there is great incoherence ; when questioned
he contradicts himself, and when his delusions are

proved false he may admit their falsity in one moment
and reassert them the next. Hallucinations of sight
aud hearing are not infrequent.

Sometimes epileptic or apoplectic seizures occur

among the earliest symptoms, especially those of au
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epileptic nature, which may be the first warning of the
serious nature of the malady. During the progress of
the disease they are very common, and may cause
death at any time, and if frequent the mental failure
is very rapid.
In the later stages of the disease the paralysis in-

creases, until he is no longer able to walk at all ; the
difficulty in articulation becomes worse, aud produces a

mere unintelligible jargon ; the mind becomes incapa-
ble of any effort whatever ; the sphincters are relaxed,
and the patient dies from exhaustion ; from choking
owing to inability to swallow ; suddenly, from convul-
sions or apoplexy ; from serous effusion into the brain,
or from some intercurrent disease, as pneumonia, diar-
rhoea, or septicaemia from bedsores.
The incipient stage may be one of melancholia instead

of exaltation, which, however, is comparatively rare,
and is distinguished from ordinary melancholia by the
greater mental weakness ; there is no method, and
there are no connected and good arguments.
The writing of a general paralytic is characteristic,

and is often one of the first symptoms to attract atten-
tion. At first only a certain tremulousness may be
noticed ; then words are left out and misspelled, and
as the disease progresses the tremulousness and indis-
tinctness are more and more marked until the writing
is entirely illegible.
The peculiarities in walking arise from the loss of

coordinating power and increasing paralysis. The
gait is stiff, the patient moving with a jerking, uncer-
tain movement, though he may walk fast. He easily
trips, and sooner or later shuffles, and as he progresses
a peculiar straddling gait is seen, and finally he drags
his legs after him in an indefinite, peculiar manner,
as if they did not belong to him. Sometimes the
gait is high stepping, and the patient walks with erect
head.

There is always more or less paralysis of sensation,
which increases as the disease advances, and the sensi-
bility finally disappears.
The condition of the patellar tendon reflex is of some

diagnostic value. In certain cases it is exaggerated, in
others normal, and in still others below normal. In
the majority of cases where there is any change it is
supra-normal in the early stages of the disease.

Well-marked exaggeration in both legs is strong
corroborative evidence of general paralysis ; diminution
or absence of it is decidedly less so, but has some
value.
Where patellar reflex is absent disordered gait is

among the first symptoms. There is generally ine-
quality of the pupils, in some cases there is dilatation
of both pupils, aud sometimes the pupils are both ab-
normally small, mere pin holes, as in a case which I
have had under observation for several months.
There is often no great change in the temperature

of general paralytics. It averages a little above nor-

mal, but there is nothing diagnostic in it. There is a
noticeable difference between the morning aud evening
temperature, and the prognosis as to time may be
based to a certain extent upon the amount of this va-
riation rather than upou any great or continuous ele-
vation.
An ophthalmoscopic examination of the eyes of gen-

eral paralytics often reveals atrophy of the optic disks,
but as this change is frequent in other forms of cere-
bral disease its existence is corroborative rather than
diagnostic.

The diagnosis in well-marked cases of general pa-
ralysis is easy, no other disease presenting the same
combination of symptoms, excitement, extravagance,
loss of memory, tremor of lips aud tongue, and impair-
ment of gait.

Sometimes in the somewhat rare cases where mani-
acal excitement is the earliest symptom, and there is
no defect in the speech and no trouble in walking, even
if delusions are extravagant, it may be difficult to make
a positive diagnosis between general paralysis and
acute mania. We must then await developments be-
fore giving a positive opinion. There are, however,
certain impressions of general mental weakness which
such cases give which will help very'much in forming
a decided opinion. Later in the disease there may
again be difficulty, unless the physician is furnished
with a full history of the case from its commencement.
Advanced dementia, with hesitation in speech, may
give rise to some doubt, but the absence of the pe-
culiar muscular tremors in lips and tongue, and the
optimistic view of things taken by general paralytics,
even when very feeble, will help settle the diag-
nosis.
In the epileptic seizures of general paralysis the

tongue is seldom bitten, the insensibility following a
fit is much more deep, and the impairing effect of each
seizure is much more apparent than in true epilepsy.
In the grand mal of epilepsy the outcry which pre-
cedes the convulsion is characteristic, but is not heard
in general paralysis.

Sometimes locomotor ataxia has been mistaken for
general paralysis, but the general history of the case
and the absence of mental symptoms would eliminate
the latter disease.
The prognosis in this disease is always unfavorable.

Remissions of active symptoms, which may continue
for some months even, are not very unusual, but a

relapse and eventual death must be expected. A few
cases of recovery have been reported, but they lack
the confirming test of time. The average duration
of general paralysis is from two to three years,
though a few cases have lived five, and, it is said, even
ten and twelve years. I have in mind two undoubted
cases, perfectly characteristic in every respect, one of
which is of eight years' and the other of six years'
duration. Much will depend in each case upon the
violence or acuteness of the symptoms, the previous
history of the individual, and the care which he re-
ceives.
In one of our public institutions, whose Superintend-

ent is a very careful and accurate observer, a patient
with general paralysis was considered a case of loco-
motor ataxia for a year, till the development of dis-
ease made the diagnosis plain. A comparison of the
symptoms of the two diseases shows the following dif-
ferences :

—

General Paralysis.

Mental symptoms generally though
not always first. Motor symptoms
secondary.
Extravagant delusions aüd vio-

lence.

Great sexual excitement.

Progress rapid.
From above down.

Locomotor Ataxia.

Motor symptoms primary, follow-
ing acute pain in distal part.
Mental symptoms secondary, and

arc tailing memory,' with gradual im-
pairment, without excitement.
No sexual desire aud loss of sexual

power.
May extend over ten or twelve

years.
From below up.
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Very little can be said in regard to treatment. It
must be mainly palliative, and directed to rendering
less rapid the ravages of the disease. Quiet, a care-

fully regulated life, and the removal from everything
which has a tendency to excite are essentials, and when
there is much excitement these can rarely be attained
outside of an insane hospital. Various emergencies
and conditions call for medical treatment, and seda-
tives, tonics, and in the later stages stimulants may he
useful, but nothing curative can be hoped for from any
treatment.
The pathology of general paralysis is still debatable

ground, but is admitted to be a degenerative inflamma-
tion of the cortical portion of the brain. Its inflam-
matory character is denoted by the post-mortem ap-
pearances. Those most commonly seen are adhesions
of the dura mater, the vessels of which are often dis-
tended, and on its inner surface are found layers of
hœmorrhagic exudation. The arachnoid is milky and
thickened, studded with Pacchionian granules, and
united to the dura mater. It is sometimes separated
from the pia mater by effusion, and sometimes firmly
adherent to it.

The pia mater and the cerebral cortex present the
most pathognomonic signs of the disease. It adheres
to the convolutions so intimately that portions of the
latter come away with it, leaving a reddened surface.
These appearances are seen chiefly in the frontal, pos-
terior central, and parietal regions. The points of ad-
hesion may he few or numerous, but are confined to the
summits of the gyri. When the pia mater is removed
the cortical substance is found atrophied in cases of
average duration. Not only is there atrophy of the
cortex, but also small capillary apoplexies may be seen.
If the patient dies early in the disease we do not find
the adhesions of the 'later stages, but only hyperaunia,
with some opacity of the arachnoid. The vessels of
the brain are often tortuous and varicose, and their
walls are thickened ; this is especially true of the veins
of the pia mater. There may be effusions of serum
or blood into the ventricles and sinuses, which fill the
place of the atrophied brain.
There may be the same changes in the spinal cord

and its membranes, but Westphal does not connect
these appearances with the diseased conditions found
in the brain (which is the true seat of the disease),
and thinks them independent of each other. General
paralysis is essentially a cerebral disease.
Dr. Blandford, in his work on Insanity and its Treat-

ment, says : " That the cortex is the seat of this dis-
ease can hardly be doubted if we reflect that after all
it is an insanity resembling in many respects the ordi-
nary non-fatal insanity which we term mania. The
' pars affecta ' is one and the same. The line of de-
markation between ordinary insanity and general pa-
ralysis is exceedingly fine, and the whole history of
the latter points to a difference iu degree rather than
in kind. That general paralysis is intractable and
progressive is the fact that we are certain of. The hy-
perœmia which accompanies curable mania subsides
and the disease vanishes. The hyperaamia of general
paralysis becomes a slowly advancing inflammation
which destroys the tissue."

Case I. I. G., aged forty-three, single, merchant.
Admitted to the McLean Asylum July 22, 1869. No
insanity in family. He has been a man of very con-
vivial habits. One year before admission he found
himself unable to do his work, and retired from busi-

ness. Of late he has been very extravagant, restless,
and excited. His excitement passing beyond the con-
trol of his friends, he was sent to the asylum. On
admission his speech was thick and his lips tremu-
lous ; he was self-satisfied and extravagant. Memory
poor.
August 31st. He is the most contented and happy

patient in the house. Is becoming stout. Thinks
himself a very expert player, of whist and euchre, but
cannot follow the game. Becomes gradually duller
and thicker.
In January, 1870, speech more impaired.
March 8th, eight months after admission, was semi-

conscious for an hour and a half, and the next day there
was a repetition of the same condition. After these
seizures the thickness of speech and dullness of in-
tellect increased. Strange and deluded. Believed
that the Lord was in his room. His mother died about
this time, but when told of it he was affected only mo-

mentarily.
April 2d. Very restless, full of wants and schemes.

Says that his mother is alive, and wishes to go to her.
Is noisy at night and destructive. Losing flesh.

One month afterwards he had an apoplectic seizure,
and could not swallow for twenty-four hours. After
this he rallied, but was very weak and incoherent.
June 7th. Could walk with difficulty, and could

take only liquid nourishment, but was in the best of
spirits; considered his room magnificent, and believed
himself quite well aud possessed of great physicalstrength.
A month later he became highly excited, noisy, very

filthy, and utterly incoherent. This excitement told
upon his strength, and after being confined to his bed
a week, with symptoms of effusion he died, after one

year's residence in the asylum, and two years from the
commencement of the disease.

Case IL P. A. B., aged thirty, married, innkeeper.
Admitted August 31, 1869. For three months had
been queer and excited. Much worried by the enforce-
ment of prohibitory liquor law. On admission very
much excited ; believed himself Napoleon I. Speech
thick, lips tremulous, gait enfeebled and shuffling.
His condition January 21, 1870, five mouths after

admission, was much the same, except that he had ad-
vanced in dementia and feebleness. His delusions con-
tinued, and after nine months' residence in the asylum
he was transferred to the Boston Lunatic Hospital,
where he died within two years from the commence-
ment of the disease.

Case III. W. B., aged forty-five, widower, lawyer,
native of New Hampshire. Admitted May 12, 1870.
His father was subject to periods of depression. Pa-
tient was married ten years since, but his wife lived
only six weeks. Her early death gave rise to talk on
the part of his acquaintances, and he was blamed
though there seems to have been no reason to believe
him in fault. He had a lawsuit with his father-in-law
about his wife's property, was defeated, became sullen
and morose, and has since lived much by himself, and
has dwelt upon his treatment by others. Has consid-
erable property in real estate, and has had a very
annoying class of tenants. Two years ago became
very licentious, and he has been much addicted to mas-
turbation.
For months his friends have noticed a change, and

think that he has not appeared natural. Three weeks
before admission he seemed very dull and stupid, was
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much troubled with nausea, and it was noticed that
there was difficulty in articulation, and that he dragged
his feet. He soon rallied from this condition, talked
much and at random on business matters, and wrote
many letters full of wild projects. When he came to
the asylum talked extravagantly of his plans and
schemes, and his speech and walk were affected. Had
much to say of buying elephants to do his farm work,
said that an acre or two adjoining would be worth
$25,000, styled himself the Astor of New Hampshire.
Remained at the asylum willingly, and was at once at
home. Said all the implements on his farm, including
troughs for the pigs, were of solid silver. There was

no great change for a month except that he increased
in extravagance, and manifested more excitement, and
was very obscene. He masturbated on all possible
occasions. During next two months there was great
excitement accompanied by threats, great irritability,
and violence. During the next two months he was

more quiet, and less extravagant, decidedly more sane,
and generally quite gentlemanly in his conduct, but
tremor of lips and mental enfeeblement were always
apparent. He then became more unsettled and ex-

citable, and had several dull, partially insensible at-
tacks without convulsions, during which he vomited,
aud after which he was always weaker, more confused,
and more excited. Often his attempts to talk were
mere jargon, and his gait very feeble. These alterna-
tions continued steadily, he lost ground mentally and
physically, and his incoherence and exalted ideas in-
creased. Fifteen months after admission had his first
epileptiform attack when exercising out-of-doors. From
the early attacks he rallied, but they soon became very
frequeut, aud he failed much more rapidly. His ex-

travagance continued, aud so long as he could talk
he spoke constantly of his great sexual power, his
powerful influence with the female sex, and insisted
that Queen Victoria, whose daughter he had married,
had built him a golden palace iu the centre of his
farm.

He died in epileptic convulsions three years and six
months after admission to the asylum, and not far
from five years from the first appearance of the dis-
tas«. TVo antnnsv.

(To be continued.)

CLINICAL ASPECTS OF CEREBRAL SYPHILIS.1

BY HORATIO C. WOOD, M. D.,
Professor of Diseases ofthe Nervous System in the University ofPennsyl-vania.

Paralysis.
—

When it is remembered that a syphi-
litic exudation may appear at almost any position in
the brain, that spots of encephalic softening are a not
rare result of the infection, that syphilitic disease is a
common cause of cerebral haemorrhage — it is plain
that a specific palsy may be of any conceivable variety,
and affect either the sensory, motor, or intellectual
sphere. The mode of onset is as various as the char-
acter of the palsy. The attack may be instantaneous,
sudden, or gradual. The gradual development of the
syphilitic gumma would lead us, à priori, to expect an
equally gradual development of the palsy ; but experi-
ence shows that in a large proportion of the cases the
palsy develops suddenly, with or without the occur-

1 Continued from page 200.

rence of an apoplectic or epileptic fit. LTnder theseI circumstances it will be usually noted that the result-
ing palsy is incomplete ; in rare instances it may be at
its worst when the patient awakes from the apoplectic
seizure, but mostly it progressively increases for a few
hours, and then becomes stationary. These sudden
partial palsies probably result from an intense conges-
tion around the seat of disease, or from stoppage of
the circulation iu the same locality ; but whatever their
mechanism may be, it is important to distinguish them
from palsies which are due to haemorrhage. I believe
this can usually be done by noting the degree of
paralysis.
A suddenly developed, complete hemiplegia, or otherparalysis, may be considered as in all probability either

hoemorrhagic or produced by a thrombus so large that
the results will be disorganization of the brain sub-
stance, and a future no more hopeful than that of a
clot. On the other hand, an incomplete palsy may be
rationally believed to be due to pressure or other re-
movable cause, and this belief is much strengthened by
a gradual development. The bearing of these facts
upon prognosis it is scarcely necessary to point out.Although the gumma? may develop at almost anypoint, they especially affect the base of the brain, and
are prone to involve the nerves which issue from it.
Morbid exudations, not tubercular nor syphilitic, are
very rare in this region. Hence a rapidly but not
abruptly appearing strabismus, ptosis, dilated pupil, or
any paralytic eye symptom in the adult, is usually of
syphilitic nature. Syphilitic facial palsy is not so fre-
quent, whilst paralysis of the nerve from rheumatic
aud other inflammation within its bony canal are very
commou. Paralysis of the facial may therefore be
specific, but it is of no diagnostio value. Since syphi-litic palsies about the head are in most instances due
to pressure upou the nerve trunks, the electrical reac-
tions of degeneration are present in the affected mus-
cles.

There is one peculiarity about specific palsies which
has already been alluded to as frequently present,namely, a temporary, transient, fugitive, varying char-
acter and seat. Thus an arm may be weak to-day,
strong to-morrow, and the next day feeble again, orthe recovered arm may retain its power, and a leg fail
in its stead. These transient palsies are much more
apt to involve large than small brain territories. The
explanation of their largeness, fugitiveness, and incom-
pleteness is that they are not directly due to clots or
other structural changes, but to congestions of the brain
tissues in the neighborhood of gummatous exudations.
It is easily seen why a squint will remain when the
accompanying monoplegia disappears.Motor palsies are more frequent than sensory affec-
tions in syphilis, but hemiancesthesia, localized anaes-
thetic tracts, indeed any form of sensory paralysis, may
occur. Numbness, formications, all varieties of paraes-thesia are frequently felt in the face, body, or extremi-ties. Violent peripheral neuralgic pains are rare, and
generally when present denote neuritis. Professor
Huguenin, however, reports 2 a case in which a severe
trigeminal anaesthesia dolorosa had existed during life,
as the only cerebral symptom, and death occurring from
lung disease, a small gumma was found on the sella
turcica pressing upon the Gasserian ganglion.The special senses are liable to suffer from the inva-
sion of their territories by cerebral syphilis, and the

2 Schwiez. Corr. Blat., 1875.
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